The first article of this two part series describes the application of the PRECEDE-PROCEDE model to the development, implementation, and evaluation of a worksite health promotion program . To achieve program success , this model pro vides a framework for each phase of plann ing and emphasizes open communication and fee dback from all levels of manage me nt and support from both employer and employee s.
W hile significant costs are involved in the delivery of worksite health programs, there is rarely comprehensive plannin g in the developmental stages to ensure programs are appropriately targeted and evaluated. As a result , there are often little or insufficient data measuring progr am effectiveness to report to key management and funding sources. With finite resources available and multiple risk factors impacting worker productivity and health care costs, as well as competing dem ands for health care dollars, it is prudent to adequately plan and assess the impact and efficacy of all worksite health programs and the benefits to industry and business.
Green and Kreuter's PRECEDE -PROCEED model (Green, 1991) provides a conceptual framework for guiding health promotion planning and evaluation. This model includes both a diagnostic phase and implementation and evaluation phase. The diagnostic (PRECEDE) phase includes the assessment of predisposing, reinforcing , and enabling constructs in educational environmental diagno sis and evaluation, while the second (PRO-
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The evaluation of program effectiveness in the achievement of desired outcomes provides quantitative data to communicate to employers, progr am planners, and funding sources to make more informed decisions regarding continuing or expanding program fund ing. The research article which follo ws describes the process used to study this program's effectiveness in meeting the outcome goals formulated durin g the PRE-CEDE phases of the planning proce ss. CEED) phase includes policy, regulatory, and organization constructs in educational and environmental development. The model provides a comprehensive planning tool for collecting and organizing data, choo sing health priorities, choo sing and conducting interventions , and evaluating outcomes. While the model has been primarily used for community based health promotion planning, it is highly adaptabl e and suitable for planning work site programs.
This article describes the application of Green and Kreuter 's PRECEDE-PROCEED model to the plannin g, implementation, and evaluation phases for the development of a comprehensive worksite influenza control program concerned with reducing employee absenteei sm and loss of producti vity due to influenza type illnesses.
BACKGROUND
Hanford Environm ent al Health Foundation , Inc. (HEHF) is a non-profit occupational health risk management organi zation contracted to the U.S. Dep artment of Energy (DOE) to provide comprehensive occupational health serv ices for contrac tors and the ir empl oyees located at the Hanfo rd nuclear reserva tion in Eastern Washington. In 1994 the total employee population con sisted of approximately 20 ,000 workers (Medical Director's Report, 1994) . This population represented full time and part time employees located in work groups throughout an arid region encompassing over 560 square miles. The major work at Hanford was environmental restorati on through clean up, disposal, and long term storage of radiological and chemical con- taminated wastes (Epidemiologic Surveillance Data Center, 1992) .
The Hanford Health Services Advisory Council, comprised of customer representatives and occupational health professionals, met regularly to address health and safety issues and strategies to reduce lost work days due to illness and injury. Following the review of data pertaining to absenteeism due to upper respiratory infections, the advisory council recommended HEHF review employee utilization of annual influenza shots. A task force consisting of a cross functional multidisciplinary team was organized to assess and evaluate the need to increase influenza vaccination rates, and based on that study develop a strategy to immunize a greater percentage of employees. This team consisted of occupational health nurses, a health promotion specialist, an epidemiologist, and later, computer and data entry personnel, an inventory specialist, clerical support staff, and a communication specialist. The team adapted the PRECEDE-PROCEED model as a planning tool (see Figure) . The following describes each phase of planning, implementation, and evaluation.
PHASE 1: SOCIAL DIAGNOSIS
This planning phase of the PRECEDE model included a social assessment of needs, values, and quality of life issues viewed both in terms of benefits to employees as well as employers. From an employee's perspective, quality of life concerns focus on workplace conditions that improve personal health, promote a sense of well being, and reduce the risk and consequences of illness or injury. Employer's needs focus on those conditions that affect the financial health and bottom line of the organization. Employers are concerned with productivity, absenteeism, costs associated with health care claims, JULY 1999, VOL. 47, NO.7 and lost work days. This phase of planning included an assessment of the nature of the problem (influenza) and a self study of values.
Nature of the Problem
A literature review revealed that respiratory conditions (along with injuries) rank as the number one cause for lost work days per person due to acute conditions (Health Insurance Association of America, 1989) . A highly contagious respiratory disease, influenza strikes millions of persons each year, keeping them home from work and sending some to the hospital with complications such as pneumonia, tracheobronchitis, acute sinus infection, and middle ear infections. Outbreaks of influenza have a negative impact on the employee population as a whole, as well as their families and the community at large (Chapman, 1993) . The negative impact of influenza affects quality of life for the employee, coworkers, family, and society.
According to the Year 2000 Objectives for the Nation in disease prevention and health promotion, controlling infectious diseases is ranked 12th in health priorities out of a list of 21 objectives (United States Department of Health and Human Services, 1989). These priorities were set using national data demonstrating the years of productive life lost and the socioeconomic impact of selected health problems. Controlling influenza, a leading cause of upper respiratory infection, has the potential to prevent complications, save direct costs related to health care, hospitalization, and days lost from work (Glezen, 1986) .
The World Health Organization and the Centers for Disease Control and Prevention (CDC) report that influenza activity occurs at regular intervals from moderate to moderately severe levels (CDC, 1992) . Surveil-lance programs report that high absenteeism in the workplace is common during peak influenza activity, typically between the months of December and March. During peak influenza seasons, 15% to 25% of those living in large communities and more than 40% of those living in closed populations, such as institutions and nursing homes, are infected with the virus. Studies indicate each year in the United States there are more than 20,000 influenza associated deaths during influenza virus epidemics, with an increase in hospital admission for patients with pneumonia, exacerbation of chronic illnesses, and an increase in industrial absenteeism (Hermogenes, 1992 ). Yet, in spite of its generally excellent record of safety, and its approximately 80% efficacy when vaccine and epidemic strains match, individuals are reluctant to use the vaccine (Douglas, 1987) .
Self Study of Values
A review of Hanford's mission, values, and goals indicated there was a strong foundation to support employee health and safety programs to prevent occupational and non-occupational illness and injury and reduce related lost work time. Also, as the primary contractor responsible for the occupational health of Hanford workers, HEHF was mandated under the DOE Order 5480.8A to provide immunizations for Hanford workers against the prevalent influenza viruses. Prior to each influenza season, HEHF announced the availability of influenza shots at each of the seven Health Service Centers. Utilization rates in prior years indicated that approximately 11% of the employee population obtained influenza immunizations for any given influenza season.
PHASE 2: EPIDEMIOLOGICAL DIAGNOSIS
The next planning phase of the PRECEDE model included a self study of indicators of health status and incidence rates, setting priorities, determining risk factors, and developing program objectives.
A Self Study of Indicators of Health Status and Incidence Rates
The U.S. Department of Energy Epidemiological Surveillance Data Center provided the team with objective data related to the overall incidence of health problems in the Hanford population (Epidemiological Surveillance Data Center, 1992). The data were useful in targeting the at risk population, and reporting the distribution of health problems among subgroups of the population by age, gender, work group, and exposure to varied occupational risk factors. A review of the data collected and reported in the 1992 Annual Summary for the Hanford Site indicated that diagnoses related to the respiratory system ranked as the second highest in rates of absences of 5 or more consecutive work days (23.0 per 1,000), a close second to diagnoses related to external cause of injury (24.0 per 1,000). Forty-one percent of these diagnoses were related to upper respiratory illnesses, and 41% were due to pneumonia or bronchitis. The rates were highest for employees in nuclear specialties, followed by service workers, and crafts and repair work-294 ers. The lowest rates were in health care workers, followed by engineers and scientists.
Setting Priorities
Epidemiological studies provided the team with data about respiratory illnesses compared to the range of other health problems impacting lost work days. These data provided support related to the importance of the health problem under study as compared to that of other health problems (i.e., muscular strains and sprains). With finite resources available, the relative merits of addressing this health concern gained increased importance. The epidemiological data provided the planning team with objective information to assess the impact of respiratory illness in terms of days lost from work, as compared to all other diseases. While the rates of upper respiratory illness did not specify the diagnosis of influenza, the association of influenza to the incidence of respiratory illness was considered. Although the problem of influenza had received some priority in the past, with some resources allocated for program development, the significance of influenza had perhaps been uriderestimated. Of all respiratory illnesses, influenza is preventable. Given research indications that vaccination is a cost effective method for preventing the disease (Nichol, 1994) , this health problem appeared amenable to intervention.
Further review of the literature suggested providing influenza immunizations directly at the worksite might increase utilization (Crouse, 1994; Higgins, 1991) . Although influenza control and prevention was addressed . by other health care organizations in this community, both private and public, the ability for the targeted group to access these programs was limited. Most public and private programs offered influenza shots during work hours. Because the majority of the employees worked on the nuclear reservation distant from these resources, employees needed to take extensive time off work to avail themselves of community services. Added to the time lost from work to access these programs, the employee might be less motivated and less likely to use these services due to inconvenience.
Determinants of Health/Risk Factors
The task team review of risk factors associated with contracting influenza and other respiratory infections suggested environmental factors, such as the prevalence of influenza viruses and access to health care providers for vaccination. Protective factors associated with positive health and contributing to reducing the risk of respiratory indirection were identified and included lifestyle behaviors (i.e., hygiene, exercise, rest, nutrition, and stress management). Other possible factors identified which might also influence the risk of developing acute respiratory infections, influenza, and related complications included age, smoking, presence of chronic lung disease(s), and number of preschool and school age children (Glezen, 1986) .
During previous influenza seasons, influenza immunizations were made available to Hanford workers at local Health Service Center (HSC) facilities and were provided by occupational health nurses. A total of 1,800 employees (11% of the work force) received vaccinations. In view of the low influenza immunization rates and the rank of respiratory illnesses as the number one diagnosis of acute illness causing lost work time among employees, the task team identified the need to plan and deliver a more comprehensive influenza immunization program.
Setting Program Goals and Health Objectives
In the last step of this initial planning phase, the task team reviewed all relevant data and formulated program goals and health objectives to guide program direction. Ultimately, these goals and objectives were used to evaluate program success.
Program Goals. In developing program goals, the task team identified who the program was to target, when the goal would be achieved, and through what specific means. Program goals specified for the 1994-1995 Influenza Immunization Program included:
• Influenza shots will be available and promoted for all Hanford employees;
• Influenza shots will be delivered at multiple worksite locations; and • The rate of influenza vaccination for Hanford workers during the 1994-1995 influenza season will increase to 35% of the population, as compared to 11% of the population vaccinated in previous years.
Health Objectives. Health objectives were formulated to target the health needs of the employee' population, as well as address the financial health of employer organizations. These objectives were expressed in quantifiable terms: • Health outcomes-the incidence of influenza like illness and secondary infections due to influenza will be reduced in the population of Hanford workers vaccinated against the prevalent influenza viruses. • Corporate outcomes-the incidence of lost work time and health care utilization attributed to influenza like illnesses will be reduced in the population of Hanford workers vaccinated against the prevalent influenza viruses.
PHASE 3: BEHAVIORAL AND ENVIRONMENTAL DIAGNOSIS
The third planning phase of the PRECEDE process included an assessment of behavior factors and environmental factors in terms of their changeability.
BehaviorlPrevention Factors
The team assessed those behavioral aspects associated with the problem of upper respiratory infections in the work force and related high absenteeism. The process included separating behavioral versus non-behavioral causes of upper respiratory infections and influenza, developing an inventory of preventive and treatment behaviors, rating the importance of behaviors in terms of ratio of behavior to desired outcome, rating behaviors in terms of changeability, and finally developing behavioral objectives. Preventive factors identified included: • Vaccination (obtaining annual vaccination against the JULY 1999, VOL. 47, NO.7 prevalent influenza viruses), • Hygiene (practicing frequent hand washing), • Nutrition (eating a balanced diet), • Stress (practicing stress reducing exercises), • Smoking (stop smoking/don't start), and • Self care (following self care treatments).
After the team rated the importance of behaviors in terms of risk ratio to respiratory infections and influenza and changeability, influenza vaccination ranked the highest, followed by hygiene. Stress management and smoking cessation programs were not targeted because those behaviors were determined to be the least changeable and least effective in affecting the desired outcome. Thus, influenza vaccination became the highest priority for program intervention, followed by a program to improve hand washing practices.
Environmental Factors
The task team then assessed those factors in the organizational, social, economic, and physical environment linked directly to health (absence of influenza and upper respiratory infections) and the behavior of obtaining an annual influenza vaccination and participating in health education classes. This analysis included separating behavioral and non-behavioral environmental factors, developing an inventory of preventive behaviors and actions, rating the importance of factors, rating for changeability, choosing environmental targets, and developing environmental objectives. The group explored issues of access and utilization.
Research studies indicated that utilization rates increased when health care professionals provided influenza immunizations at worksite locations. In a population of 1,100 military personnel, the development and implementation of a mobile immunization team achieved 90% influenza immunization compliance (Higgins, 1991) . Other studies suggested when nurses are empowered with protocols and standing orders, vaccination rates increase (Crouse, 1994) . Results of these studies provided support to the concept of using mobile teams to deliver immunizations at worksite locations. Because the Hanford population was scattered over a 560 square mile area, in multiple facilities, access to the influenza clinics became an important consideration. Issues related to policy and management support for employee participation were also discussed and identified as critical for program success.
The work group also studied factors influencing employee acceptance of influenza immunization. High success rates were reported when the influenza vaccine was emphasized by a clinic physician (Walker, 1992) . Additionally, studies also indicated that modeling positive health behavior also has a positive impact in influencing a client's decision to choose a preventive recommendation (Carter, 1992) . Carter used multiattribute utility theory in a clinical setting to identify key reasons why high risk patients did not obtain influenza shots. The study indicated the attitudes of health care providers toward influenza vaccinations may negatively influence utilization rates. Other studies provided further support for this concept, suggesting some health care providers are reluctant to use and promote the influenza vaccine (Hermogenes, 1992) . These findings suggested the need to provide an opportunity to explore with primary care providers and nurses their attitudes related to influenza vaccination, and the effects of those attitudes in encouraging employees to participate in the influenza immunization programs.
The task team identified the following environmental factors important to the success of the influenza immunization program: • Management support (providing employees access to the influenza vaccine during work hours and supporting volunteer staffing and clinical space); • Influence of health care providers (nurses and physicians encouraging influenza vaccination); • Peer influence (providing volunteer employee teams to champion influenza program, encourage participation, and promote publicity); • Accessibility (scheduling drop in influenza immunization clinics at multiple worksite locations); and • Affordability (providing influenza vaccine and self care programs at no direct cost to the employee).
Setting Behavioral and Environmental Objectives
The final step in this phase of planning involved setting objectives for the behavioral and environmental factor identified: • Gain management support from each company to encourage and allow employees to attend the influenza immunization clinics and self care programs during work hours.
• Provide the vaccine at scheduled multiple worksite locations on a drop in basis. • Operate the worksite mobile clinics over a 4 week period beginning mid-October through mid-November. • Following the 4 week worksite campaign, provide the vaccine at each of the seven Health Care Center (HCC) facilities for employees on a drop-in basis.
• Allocate the amount of vaccine to be provided in each geographic area (building complex), based on 35% of the employee population in that area. • Staff the mobile immunization clinics with nurses operating under policy, protocol, and standing orders signed by the site medical director. • Provide the vaccine to shift workers at the 24 hour HHC.
• Provide the vaccine at the occupational primary care centers to be given by primary care providers and nurses for high risk individuals. • Enlist the support of volunteers from each participating company to assist in promoting the program, arrange for space for vaccination clinic, and assist in controlling clinic flow. • Offer a 30 minute "Self Care: Cold and Influenza Program" promoting self care strategies to reduce the risk of acquiring cold and influenza viruses, self treatment for cold and influenza symptoms, when to seek health care attention, and when to return to work. Deliver the program at multiple worksite locations at mandatory safety meetings, presented by occupational health nursing staff.
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• Initiate a media campaign to increase awareness of influenza risk factors and the availability of worksite immunization clinics and "Self-Care: Cold and Influenza Program." Use employees and senior management to champion influenza immunization program. • Promote hygiene and the practice of frequent hand washing by posting hand washing reminder posters in all employee restrooms and lunch areas.
• Increase understanding and acceptance of the role and efficacy of influenza vaccine in reducing morbidity and employee lost work time by providing in service education to occupational staff, nurses, and physicians. • Evaluate the outcomes of the influenza campaign program in meeting its goals.
PHASE 4: EDUCATIONAL & ORGANIZATIONAL DIAGNOSIS Assessment of Relative Importance and Changeability
This phase of planning included an assessment of factors that must be affected to ensure initiation and compliance to the behavioral and environmental changes desired. The assessment included an evaluation of predisposing, enabling, and reinforcing factors.
Predisposing factors are knowledge, beliefs, values, attitudes, and confidence. A survey of employee beliefs and the results of focus group meetings suggested that critical issues affecting participation in influenza vaccine programs are the beliefs in the efficacy of the vaccine to reduce the risk of influenza; the perceived risk of the vaccine causing serious side effects or the disease itself; the individual's belief in having immunity and not needing the vaccine for protection; the prevalence of the virus or perceived threat; and the perceived seriousness for potential complications resulting from an episode of influenza.
Enabling factors are those that facilitate accessibility and convenience for employee participation in the desired behavior. Enabling factors influencing participation in the influenza vaccine program were identified as: availability of clinics and proximity to employees, policies and management support for employee access and participation, and the elimination of a direct financial cost to the employee participant.
Reinforcing factors are those which motivate and support the employee's decisi-on to participate in the program, return in subsequent years, and reinforce other desired behavior. The task team determined that key reinforcing factors to support employee participation in the influenza vaccine program included senior management and line management role models and support for participation, and encouragement from health care providers (nurses, physicians) and peers.
PHASE 5: ADMINISTRATIVE AND POLICY DIAGNOSIS
Included in this planning phase of the PROCEDE model was the assessment of resources needed over time the availability of resources, barriers to program implementation, and policy issues required to support and sustain participation.
Assessment of Resources Needed
Company resources critical to the success of the influenza vaccine program included: • Demographic data. Demographic data for each worksite area (population, gender, age, employer) were needed to plan where worksite clinics should be located, and at the completion of the program to determine efficacy in targeting groups. • Space. Space needs included worksite areas for influenza immunization clinics located in areas accessible to employees. Specifications included size, availability of two exits to enhance clinic flow, access to phone for emergency use, and access to bathrooms and running water.
• Medical supplies. Medical supplies included unit dose supply of vaccine, alcohol preps, coverlet adhesives, latex gloves, sharps containers, biohazard disposal bags, 2X2 gauze, disinfectant, anaphylactic kit, portable oxygen, stethoscope, sphygmomanometer, drapes, ice, and Styrofoam boxes (also transport boxes and baggage carts for ease of transport).
• Office supplies. Office supplies included required Medical Treatment and Informed Consent forms, pens, posters, masking tape, pagers, and lap top computer. • Transportation. Transportation included procurement of government car to take staff and supplies to each clinical area within the 540 square mile service area.
• Health education materials. Health education and promotional materials included brochures on self care colds and influenza, volunteer incentive gifts, and employee participant incentives (chocolate kisses, sugarless candy). • Staff. Staffing needs for the 4 week program were identified 1 staff occupational nurse coordinator; 2 staff occupational health nurses; 2 temporary RNs or LVNs; 1 data entry clerk; and 1 clerk to staff the hot line and facilitate communications. • Volunteers. The need for company volunteers was identified to promote and publicize the influenza program (champion the program), assist in the identification of appropriate clinical space, and assist nurses with required paperwork and clinic flow. An estimated two to three trained volunteers were needed to support each clinic.
• Training. Training needs were identified both for volunteer staff as well as temporary agency RNslLVNs and occupational health nursing staff to increase knowledge about specific roles, responsibilities, policies, procedures, and overall program operations. • Promotions. Promotional materials and media requirements included: weekly articles in the site newsletter beginning 1 month prior to program start and a follow up article at the end of the program; notices in each company newsletter and to each company's area safety officers; fliers for distribution by volunteers in worksite areas; posters with scheduled clinics for bulletin boards; promotional messages and calendars of scheduled clinics on the LAN system; and posters for each of seven HCCs. • Communications. Communication needs included establishing, staffing, and promoting an influenza hotline. An approved script was developed for hotline staff and receptions in each HCC to answer the most frequently asked questions. The goal of the hotline was to avoid impact on health provider time while giving consistent, timely, and scientifically sound responses. • Data management. With an anticipated volume of 7,000 participants, data management needs were identified. It was determined that stationing a data entry clerk at each clinic with a programmed lap top computer would allow data entry of each participant record "on the spot," eliminate impact on clinic flow, and ensure accuracy and prompt reporting. Parameters for reporting were identified.
Assessment of Availability of Resources
Assessment of resource availability included estimating costs to implement the program and developing a budget, which included both direct and indirect costs. Direct cost line items included salaries and benefits for the nurse coordinator, nursing staff, temporary agency RNs, data entry, and clerical support, health education materials and brochures, and travel. Indirect costs included all administrative/overhead costs. A budget was prepared for the 1994 Influenza Immunization Program. The budget estimate totaled $61,724.00, with a unit cost of $8.81 (based on 7,000 vaccines).
Assessment of Barriers to Implementation
The social diagnosis conducted earlier in the PRE-CEDE phase indicated that company values, priorities, policies, and procedures were consistent with this program's proposed goals and objectives. The program was fully supported by the DOE contractor companies. Additionally, each company was supportive in agreeing to provide space for worksite clinics, employee volunteers to assist in promotion and delivery, and allowing employees time away from work to obtain an influenza vaccine. Specific nursing procedures and standing orders to enable the delivery of the worksite immunization program were outdated and needed revision and medical approval. The worksite data entry program was a new concept requiring program development and information systems support.
Policy Diagnosis
Assessment of Polices, Regulations, and Organizations. The proposed program was aligned with the agency's mandate and consistent with its policy for infection control. The medical director's policy for provision of influenza vaccine allowed flexibility in adjusting the units of vaccine needed to order, based on a percentage of the current employee population. The company medical policy supported a goal to vaccinate 35% of the work force. Policy implementation was delegated to the occupational health nursing team, with formal approval from the program and medical director.
Assessment of Political Forces. Given the milieu in which the U.S. Department of Energy contractor companies were situated, an identified threat to program implementation was the ever changing political forces in Congress that might suddenly impose severe budgetary cuts. Although health programs were supported by policy and deemed cost beneficial, funding cuts posed a threat. Depending on the severity of budget cuts, and the perception of which programs were critical to health and safety, or were OSHA mandated, many health promotion programs such as this were in jeopardy.
Assessment of Implementation, Sustainability, and Institutionalization. Key to the implementation of this program was the need for ongoing teamwork between professionals, support staff, and customers. Also crucial was using process skills that included continuous and open communications, coordination, planning, evaluation, scheduling, and training. Using a core group of individuals responsible for delivering influenza vaccines in the previous year also added value and continuity in process improvement and in the delivery of a quality program. The policy and organizational support for developing the program suggested the program be continued in future years and become a component of the agency's overall infection control program.
The next steps in planning used the four phases of the PROCEED model and included implementation and process, impact, and outcome evaluation.
PHASE 6: IMPLEMENTATION Achievement of Program Goals and Objectives
The 1994-1995 Influenza Immunization Program was implemented in Fall 1994 and followed the program goals and objectives set forth in the planning phases of the PRECEDE model. All program goals and objectives were achieved. The program was made available to all Hanford employees. To promote access, worksite clinics were scheduled at multiple locations over a 4 week period. To educate employees about the need for vaccine, a series of educational articles were published in the employee weekly newsletter, distributed to all employees. The clinics were publicized and promoted through plant media (e.g., newsletters, general delivery email, flyers, and posters). To ensure a quality program, the nursing and support staff were prepared through inservice training meetings and operated under policy, protocols, and standing orders signed by the medical director and infection control specialist. Volunteers also received training related to roles and responsibilities. Support staff were responsible for procurement and stocking supplies for each clinic. An occupational health nurse coordinator served as committee chair and provided program oversight, supervision, and training as well as providing the necessary communication link for clinical scheduling and customer service.
PHASE 7: PROCESS EVALUATION

Achievement of Process Goals for Program Delivery
In this phase of the PROCEED model all aspects of implementation activity were evaluated. Predisposing 298 factors affecting employee knowledge, beliefs, values, and attitudes identified during the PRECEDE phase were evaluated. These factors included the beliefs that: • The vaccine was effective; • Risks of possible side effects from the vaccine were minimal; • Immunity from previous vaccines would not carry over from previous years; • The increased prevalence of the influenza virus during the particular influenza season was a real threat; serious potential side effects could result from influenza illness; and • Health is valued and to be protected.
Enabling factors facilitating participation included: • Providing the vaccine at easily accessible worksite clinics; • Providing company support for employees to participate; and • Eliminating direct costs to each participant.
Reinforcing factors facilitating ongoing participation in influenza vaccine programs offered in subsequent years included the delivery of a quality, safe, accessible program with minimal cost. Additionally, healthy lifestyle habits to reduce the risk of influenza included modeling and promoting healthy behaviors (frequent hand washing) by health care workers and peers.
To assess and evaluate how well these factors were addressed, evaluation included assessment of service delivery. AmbuQual, a commercial computerized system to measure quality improvement processes (QIP) , was used to assess customer satisfaction. Surveys were randomly distributed to 10% of participants at each worksite clinic. AmbuQual survey resulted in a QIP score of 98% (an excellent rating). Satisfaction was based on the method of delivery (accessibility), customer service (acceptability, safety (quality), and professional manner. Facilities housing the worksite clinics were assessed by clinic staff and volunteers for adequacy of space and ability to handle volume and clinic flow, ease of access for employees participating, restroom and kitchen facilities, and location of emergency phone. The results of this assessment were used to select clinical sites in future years. Both staff and volunteers were surveyed about the process of delivery for the overall program and for each specific worksite clinic. Assessments were conducted related to adequacy of publicity, promotion of vaccination, staff/volunteer training effectiveness, adequacy of clinic sites, location, clinic flow, and forms used. A total of 99 surveys were mailed, with a return rate of 60%. The quality of the nurses' documentation for administering the influenza vaccine included peer review and random audits of treatment records. Treatment records were evaluated for legibility, completeness of information, accuracy, and required signatures.
The goals for the delivery of the 1994-1995 Worksite Influenza Immunization program were achieved. Employees who participated in the influenza immunization program indicated their primary motivating factors for obtaining an influenza vaccine was accessibility of clinics to their place of work, employer support, and
IN SUMMARY
This study provided quantifiable information to determine efficacy and cost effectiveness of the influenza program. The information was useful to HEHF to influence support in continuing the program in future years.
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